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Preface 


The International Conference on Primary Health Care held in 1978 
at Alma-Ata declared that ‘‘A main social target of governments, in- 
ternational organizations and the whole world community in the com- 
ing decades should be the attainment by all peoples of the world by 
the year 2000 of a level of health that will permit them to lead a 
socially and economically productive life. Primary health care is the 
key to attaining this target as part of development in the spirit of 
social justice’’. The Conference called on all governments to for- 
mulate national policies, strategies and plans of action to launch and 
sustain primary health care as part of a comprehensive national health 
system and in coordination with other sectors. 


WHO subsequently issued guiding principles . for formulating 
national strategies for health for all. It then prepared a Global 
Strategy, based on the national strategies, which was adopted by the 
World Health Assembly in 1981. In 1982 the Assembly approved a 
Plan of Action for implementing that Strategy. 


The development and implementation of national strategies require 
the application of a managerial process. One component of this pro- 
cess is evaluation using appropriate indicators. WHO issued guiding 
principles for such a managerial process. Subsequently, the Organ- 
ization developed its Seventh General Programme of Work, which 
constitutes WHO’s support to Member States in attaining the goal 
of health for all. 


The essential documentation for all the above has been published in 
a special ‘‘Health for All’’ Series, which consists at present of the 
following eight volumes: 


No. | — 


Alma-Ata 1978: Primary Health Care contains the Declar- 
ation of Alma-Ata, the report of the Conference of Alma- 
Ata, and the joint report of the Director-General of WHO 
and the Executive Director of UNICEF. 


No. 2 — Formulating Strategies for Health for All by the Year 2000 


No. 3 — 


No. 4 — 


No. 5 — 


No. 6 — 


No. 7 — 


No. 8 — 


contains guiding principles and discusses essential issues for 
strategy formulation. 

Global Strategy for Health for All by the Year 2000 
outlines, against the background of world health and related 
socioeconomic problems and trends, the ingredients of 
health policies and the development of health systems based 
on the concept of primary health care. The book also ex- 
plains how to promote and support the development of such 
health systems; to generate and mobilize resources for them; 
to ensure the intercountry cooperation required; to monitor 
and evaluate health strategies; and how WHO can provide 
appropriate support. 


Development of Indicators for Monitoring Progress towards 
Health for All by the Year 2000 lists possible indicators and 
discusses the information requirements. 


Managerial Process for National Health Development sets 
out guiding principles for the application of a managerial 
process to develop and implement strategies for health for all. 


Health Programme Evaluation sets out guiding principles 
for the application of evaluation as part of the managerial 
process for national health development. 


Plan of Action for Implementing the Global Strategy for 
Health for All also contains an index to the first seven 
volumes. 


Seventh General Programme of Work covering the period 
1984-1989 contains the first of the three general programmes 
of work of, the World Health Organization that will cover 
the period until the target date of the year 2000. 


Introduction 


In all branches of the sciences and the arts terms are used at any 
given time with meanings specific to the subject and its context unlike 
dictionary definitions. In the above publications listed on page 6, 
certain terms have been used in the specific context of developing 
and implementing strategies for health for all by the year 2000. 
Their meaning may therefore not be clear to all readers. The descrip- 
tions that follow attempt to clarify them. 


The terms have been grouped in a functional manner, so as to 
illustrate their relationships, rather than in the usual glossary 
format. They are, however, numbered for purposes of reference in 
the order of their occurrence in the text and an alphabetical index is 
provided at the end of the volume (see page 35). 
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Description of terms! 


/ In 1977 the Thirtieth World Health Assembly decided that 
the main social goal of governments and WHO in the 
coming decades should be the attainment by all the people of 
the world by the year 2000 of a level of health that would 
permit them to lead a socially and economically productive 
life. This goal is commonly known as ‘‘health for all by the 
year 2000’. ‘‘Health for all’’ is a process leading to pro- 
gressive improvement in the health of people, not a single, 
finite target. It will be interpreted differently by each coun- 
try in the light of its social and economic characteristics, the 
health status and morbidity patterns of its population, and 
the state of development of its health system. However, 
there is a health baseline below which no individuals in any 
country should find themselves; all people in al/ countries 
should have a level of health that will permit them to work 
productively and to participate actively in the social life of 
the community in which they live. 


( Health for all does not mean that in the year 2000 doctors 
and nurses will provide medical care for everybody in the 
world for all their existing ailments and that nobody will be 
sick or disabled. It does mean that health begins and is 
fostered or endangered at home, in schools and in factories, 
where people live and work. People will use better 
approaches than they do now for preventing disease and 
alleviating unavoidable illness and disability, and have better 
ways of growing up, growing old and dying in dignity. 


' An alphabetical list of the terms explained is given on page 35. 


1. Health for 
All 


- 


2. Primary 


health care 
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Essential health care will be accessible to ‘all individuals 
and families, in an acceptable and affordable way, and with 
their full involvement. There will be an even distribution 
among the population of whatever resources for health are 
available and people will realize that they themselves have 
the power to shape their lives and the lives of their families, 
free from the avoidable burden of disease, and aware that 
ill-health is not inevitable. 


The key to attaining the goal of health for all by the year 


, 2000 is, in the view of the Alma-Ata Conference, primary 


health care. Primary health care is essential health care 
made accessible at a cost the country and community can 
afford, with methods that are practical, scientifically sound 
and socially acceptable. Everyone in the community should 
have access to it, and everyone should be involved in 
it. Related sectors should also be involved in it in addition 
to the health sector. At the very least it should include 
education of the community on the health problems 
prevalent and on methods of preventing health problems 
from arising or of controlling them; the promotion of ad- 
equate supplies of food and of proper nutrition; sufficient 
safe water and basic sanitation; maternal and child health 
care, including family planning; the prevention and control 
of locally endemic diseases; immunization against the main 
infectious diseases; appropriate treatment of common 
diseases and injuries; and the provision of essential drugs. 


Primary health care is the central function and main focus 
of a country’s health system, the principal vehicle for the 
delivery of health care, the most peripheral level in a health 
system stretching from the periphery to the centre, and an 
integral part of the social and economic development of a 
country. The form it takes will vary according to each 
country’s political, economic, social, cultural and 
epidemiological patterns. To be successful it needs in- 


dividual and community self-reliance and the maximum 

community involvement or participation, that is to say, the 3. Community 
active involvement of people living together in some form of involvement 
social organization and cohesion in the planning, operation 

and control of primary health care, using local, national, 

and other resources. The term ‘‘involvement?’’ is preferable 

to ‘“‘participation’’ because it implies a deeper and more per- 4. Community 
sonal identification of members of the community with participation 
primary health care. In community involvement individuals 

and families assume responsibility for their, and the com- 

munity’s, health and welfare and develop the capacity to 

contribute to their own and the community’s develop- 

ment. Part of such responsibility is self-care, which implies 5. Self-care 
largely unorganized health activities and health-related 
decision-making carried out by individuals, families, 

neighbours, friends and workmates. These include the 

maintenance of health, prevention of disease, self-diagnosis, 

self-treatment, including self-medication, and _ self-applied 

follow-up care after contact with the health services. 


The term primary health care approach is often used. It-. 6. Primary 
simply means the establishment of a health system as health care oe 
described in the Alma-Ata report, with primary health care approach 
as the central function and main focus supported by the rest 
of the health system. 


Primary health care should be distinguished from basic 7. Basic health 
health services, which consist of a network of institutions services 
run by the government as part of the country’s ad- 
ministrative system that provide certain indispensable 
medical care and preventive services to individuals. The ser- 
vices are rendered by professional and non-professional staff 
who have been selected without prior consultation with the 
community they serve, and the community itself is not 
necessarily involved in the action taken to improve its 
health. Moreover, basic health services usually start from 
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8. 


9. 


Health 
manpower 
development 


Community 
health worker 


10. Auxiliary 


worker 


the centre and extend out to the periphery; they do not 
necessarily attempt to identify and use appropriate health 
technology (see 80 below), and they do not concern 
themselves with the socioeconomic aspects of health and the 
related intersectoral action (see 19 below). 


To achieve the goal of health for all by the year 2000 in 
a country, it is essential to have an adequate number of 
properly trained health workers. The provision of health 
workers sufficiently trained to meet present and future needs 
for activities in the health and related sectors is known as 
health manpower development. It involves the planning, 
production and management of health manpower — that is, 
the estimation of needs and the taking of steps to ensure that 
the health workers are properly trained, recruited or other- 
wise employed, adequately paid, and given career prospects 
that will keep them within the health system (see 12 
below). To carry out primary health care community health 
workers are needed, that is to say, trained health workers 
who live within the community and work with other health 
and development workers as a team. They provide the first 
contact between the individual and the health system. The 
types of community health worker vary between countries 
and communities according to their needs and the resources 
available for meeting them. In many societies these workers 
come from and are chosen by the community in which they 
work. In some countries they work as volunteers; normally 
those that work part-time or full-time are rewarded, in cash 
or in kind, by the community and the formal health ser- 
vices. Community health workers, except general medical 
practitioners and nurses on the one hand, and practitioners 
of traditional medicine on the other, may fall within the 
category of auxiliary worker, that is, one who has less than 
full professional qualifications in a particular field and is 
supervised by a professional worker. Some auxiliary 
workers with special training and skills were formerly known 
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Indi, 
as paramedical workers, but this term has been aban- 
doned. Health workers of all types and degrees of training 
at each level of the health system are expected to work 
together as necessary as a health team, which is a group of 11. Health team 
persons having a common health goal, to the achievement of 
which each member of the team contributes in accordance 
with his or her competence and skill and in coordination 
with the functions of the others. 


A health system is the complex of interrelated elements 12. Health 
that contribute to health in homes, educational institutions, system \~ 
workplaces, public places, and communities, as well as in the 
physical and psychosocial environment and the health and 
related sectors. A health system is usually organized at 
various levels, starting at the most peripheral level, also 
known as the community level or the primary level of health 
care, and proceeding through the intermediate (district, 
regional or provincial) to the central level. The intermediate 
and central levels deal with those elements of the health 
system that devolve on them by virtue of the country’s ad- 
ministrative organization and they also provide progressively 
more complex and more specialized care and support. It is 
not easy to conceive such a multifaceted health system, to 
maintain its cohesion and to ensure that it functions in com- 
pliance with agreed policies. Social control implies that in- 13. Social 
dividuals and communities are involved in doing just that, at control 
community and other levels, in a manner that is commen- 
surate with the country’s political, social, cultural and 
administrative traditions. A comprehensive health system 14. Comprehensive 
denotes one that includes all the elements required to meet health 
all the health needs of the population. system 


The aim of a health system is health development — the 15. Health 
process of continuous, progressive improvement of the health development 
status of a population. Health status is the general term for 16. Health 
the state of health of an individual, group, or population status 
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18. 


20. 


21. 


22. 


Health 
situation 


Health 
trends 


. Intersectoral 


action 


Multisectoral 
action 


Health 
sector 


Coordination 
within the 
health sector 


measured against accepted standards (see also 65 ‘“‘In- 
dicators’”’ and 66 ‘‘Criteria’’, below). The somewhat similar 
term ‘level of health’’ usually implies quantification of 
health status. Health situation implies more than health 
status; it also includes measures taken to improve health, the 
resources being devoted to health, an appreciation of specific 
health. problems that require particular attention, and the 
degree of people’s awareness about their health and ways of 
improving it. The term health trends refers not only to the 
present health situation but also to what led up to it and to 
prospects for the future. Health development and 
socioeconomic development are inseparably linked, progress 
in health leading to and at the same time depending on 


socioeconomic progress. Health development implies coor- 


dination at all levels between activities in the health sector 
and activities in other social and economic sectors such as 
education, agriculture, industry, housing, public works, 
water supply, and communications. Hence the need for 
intersectoral action, that is, action in which the health sector 
and other relevant sectors collaborate for the achievement of 
a common goal, the contributions of the different sectors be- 
ing closely coordinated. For practical purposes intersectoral 
action and multisectoral action are synonymous terms, the 
former perhaps emphasizing the element of coordination, the 
latter the contribution of a number of sectors. There is also 
a need for coordination within the health sector, that is, the 
sector that includes government ministries and departments, 
social security and health insurance schemes, voluntary 
Organizations and private individuals and groups, providing 
health services. Coordination within the health sector 
implies organized collaboration as necessary among those 
providing the services at the same and different levels of 
the health system in order to make the most efficient use of 
resources, as well as within and among the various categories 
of health workers following agreement on the division of 
labour. 


A health system needs health resources — all the means 23. Health 
available for its operation, including manpower, buildings, 
equipment, supplies, funds, knowledge and technology. 
These essential resources, ideally well planned, organized 
and administered, form the health system infrastructure, 24. Health system 
which includes services, facilities, institutions or establish- infrastructure 
ments, organizations, and those operating them for the 
delivery of a variety of health programmes. They provide 
individuals, families and communities with health care 
that consists of a combination of promotive, protective, 
preventive, diagnostic, curative and __ rehabilitative 
measures. Thus the Seventh General Programme of Work 
(see 88 below) has a section on health system infrastructure 
that aims at the establishment, progressive strengthening, 
organization, and operational management of health system 
infrastructures, including the related manpower, through the 
systematic application of a well defined managerial process 
and related health systems research, the delivery of country- 
wide health programmes using appropriate technologies, 
and social control of the health system and the technology 
used in it. “3 


resources 


One of the facilities of the health system is the health 25. Health 
centre, from which health care is delivered to a defined com- centre 
munity or area. In WHO usage a health centre is a centre 
that carries out promotive, protective, preventive, diagnostic, 
curative and rehabilitative activities for ambulant people, but 
has no beds other than perhaps the few needed for emergen- 
cies and maternity care. In some countries, however, the 
term is applied to institutions that have beds and may or 
may not have physicians on the staff; while in yet others it is 
applied to institutions that provide ’specialized care. 


Community health workers who cannot diagnose or treat 
certain patients by themselves, or who face health or social 
problems that they cannot solve by themselves, can resort to 
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26. Referral 


27. Secondary 


health care 


28. Tertiary 


health care 


29. Health 
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promotion 


referral. That is, they can turn for support or refer patients 
to an appropriate facility, institution or specialist at the next 
more central level in the health system, such as a health 
centre or hospital. They in turn can refer problems and 
patients to the successive levels in the health system, which 
have health workers with progressively higher training and 
can give progressively more specialized care over a wider 
range and using more advanced technology than can be 
offered at the peripheral level. Referral also implies a two- 
way exchange of information and returning patients to those 
who referred them, for example from the first referral level 
to the community health worker, furnished with appropriate 
information about the patient’s condition and instructions 
for follow-up care. In addition, it implies providing 
guidance to community health workers on ways of dealing 
with problems referred. 


Referral services in the first instance provide secondary 
health care, which is of a more specialized kind than can be 
offered at the most peripheral level, for example 
radiographic diagnosis, general surgery, care of women with 
complications of pregnancy or childbirth, and diagnosis and 
treatment of uncommon or severe diseases. This kind of 
care is provided by trained staff in such institutions as 
district or provincial hospitals. Still more specialized care 
that requires highly specific facilities and the attention of 
highly specialized health workers, for example for 
neurosurgery or heart surgery, is provided by tertiary health 
care. 


Included in the task of creating a health system that will 
permit the entire population to lead a socially and 


y economically productive life are health promotion and 


protection and disease prevention, which overlap to a certain 
extent. Health promotion is an evolving concept that en- 
compasses fostering life-styles and other social, economic, 


environmental and personal factors conducive to health. 
These include: raising people’s awareness about health 
matters and enabling them to cope with health problems 
by increasing their knowledge and providing them with 
valid information; encouraging adequate and appro- 
priate diet and exercise and enough sleep; ensuring education 
and work in conformity with physical and mental 
capacity; making available suitable housing and safe water 
and sanitary facilities; improving the physical, economic, 
cultural, psychological, and social environment; and social 
support, for example by local women’s groups. Activities 
to promote health may be decided and carried out. by 
individuals, families, communities, various associations of 
people, health workers, governments, nongovernmental 
organizations, or combinations of these. Health protection 
implies guarding against potential dangers to health, such as 
wearing protective clothing against inclement weather, or 
taking measures to protect workers against the specific 
hazards of their work. Disease prevention covers measures 
not only to prevent the occurrence of disease, such as 
immunization or disease vector control or anti-smoking 
activities, but also to arrest its progress and reduce its con- 
sequences once it is established. Primary prevention secks 
to prevent the initial occurrence of a disease or other health 
problems such as low birth weight, through such measures as 
health education, immunization, improved nutrition, im- 
provement of the environment and appropriate care of 
women during pregnancy. Secondary prevention seeks to 
arrest or retard existing disease through early detection and 
appropriate treatment or to reduce the occurrence of relapses 
and the establishment of chronicity through, for example, 
rehabilitative measures, corrective surgery and the provision 
of prostheses. 


Each government needs for the task of improving the 
people’s health a national health policy, that is, a set of 
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35. Goal 


36. National 
strategy 


37. Programme 


38. Programming 
39. Objective 


40. Target 
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decisions to pursue courses of action aimed at achieving de- 
fined goals for improving the health situation, a goal being a 
general aim towards which to strive, for example to have an 
environment that is conducive to health or to have primary 
health care available to everybody. Such a policy, which 
presupposes a political will to commit the nation’s resources 
to the achievement of these goals, also determines the 


priorities among the goals, and the main directions for 


achieving them. A national health policy is usually couched 
in general terms and is the basis of a national strategy, 
which lays down the broad lines of the action required in all 
the sectors concerned to give effect to the national health 
policy and indicates the problems and ways of dealing with 
them. The strategy usually includes specific programmes 
for delivery by the health system infrastructure, for example 
a programme of health education, a programme being an 
organized aggregate of activities directed towards the 
attainment of defined objectives and targets, which are 
progressively more specific than the goals to which they 
contribute. Each health programme should have its specific 
objectives and targets, whenever possible quantified, that are 
consistent with those of the national health strategy. The 
programme should set out clearly the requirements in health 
workers, physical facilities, technology, equipment and sup- 
plies, information and intercommunication, the methods of 
monitoring and evaluation, the timetable of activities, and 
the ways of ensuring correlation between its various elements 
and related programmes. Defining all these requirements is 
referred to as programming (see also 47(2) and (5) 
below). An objective is the end result a programme seeks 
to achieve; for example, the objective of health education 
can be defined as ensuring that people will want to be 
healthy, know how to stay healthy, do what they can in- 
dividually and collectively to maintain health, and know how 
to seek help when required. A target is an intermediate 
result towards the objective that a programme seeks to 


achieve. It is more specific than an objective and the period 
within which it is to be attained is usually specified. It also 
lends itself more readily to being expressed in quantitative 
terms. Examples are the provision of safe drinking-water 
and basic sanitation for 60% of the population by 1985 in 
order to attain 100% coverage by 1990, or the immunization 
of 70% of children against six major infectious diseases by 
1986 with a view to immunizing all of them by 1990. 


The strategy having been defined, a national plan of 
action is drawn up, that is, a broad intersectoral master plan 
for implementing the strategy in order to attain the national 
health goals. It specifies in operational terms the steps to 
be taken in accordance with the strategy, keeping in mind 
the various objectives and targets to be attained and the pro- 
grammes for attaining them. These steps include political, 
economic, financial, social, legislative, administrative, scien- 
tific, technical and managerial measures. The action that 
has to be taken by the health and other sectors concerned is 
laid down and a framework for monitoring the implementa- 
tion of the plan of action and evaluating its impact is 
established. Plans of action form a continuum with na- 
tional health policies and strategies, there being no sharp 
dividing lines. For the national plan of action or for any 
programme under it the government adopts one or several 
approaches, an approach being a means or method of attain- 
ing an objective or target, as, for example, the enactment of 
suitable legislation or the provision of appropriate train- 
ing. The approach consisting of identifying and devoting 
more care to individuals or groups who, for biological, en- 
vironmental or socioeconomic reasons, are at special risk of 
having their health impaired, of contracting a specific 
disease, or of having inadequate attention paid to their 
health problems, is known as the risk approach. It has 
been summed up as ‘‘Something for all, but more for those 
in need — in proportion to that need’’. 


41. National plan 


of action 


42. Approach 
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45. Essential 
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The ultimate goal of a national plan of action is the 
establishment of a comprehensive health system meeting all 
the health needs of the population. A most important el- 
ement of such a system is disease control, which involves all 
the measures designed to prevent or reduce as much as poss- 
ible the incidence, prevalence, and consequences of disease, 
such as the control of disease vectors, the removal or reduc- 
tion of the influence of predisposing factors in the environ- 
ment, immunization and curative care. An important 
measure for controlling disease is the provision of essential 
drugs, those therapeutic substances that are indispensable for 
the rational care of the vast majority of diseases in a given 
population. A model list of such drugs, including about 250 
substances, has been drawn up and is kept under review by a 
WHO expert committee. It furnishes a basis for countries 
to establish their own lists in the light of their own priorities 
and special circumstances. Experience has shown that 
about 30 to 40 drugs are sufficient for primary health care in 
many countries, the rest being required for secondary and 
tertiary health care. Such lists do not mean that no other 
drugs are useful, but simply that in a given situation those 
drugs are the most needed for the health care of the 
majority, and should, therefore, be available at all times 
in adequate amounts and in the proper dosage forms. 


The establishment of a health system that will deliver 
primary, secondary, and tertiary health care to the entire 
population with the object of attaining health for all by the 
year 2000 is a formidable management task, management 
being taken to mean the sum of the measures taken to plan, 
Organize, operate, and evaluate all the many interrelated 
elements of the system. Such measures are required to 
translate policies into strategies and strategies into plans of 
action for determining the action required to define and 
operate health programmes and ensure that the health system 
infrastructure is built up to deliver them efficiently and 


effectively. WHO advocates for this purpose a managerial 
process for national health development, which is a 
continuous process of systematic planning and programming 
carried out in collaboration with other sectors concerned 
with health. The managerial process for national health 
development involves : 


(1) formulating policies and defining priorities; 


(2) broad programming to translate these policies into a 
Strategy with clearly stated objectives and targets; 


(3) programme budgeting to ensure the preferential alloca- 
tion of resources for the implementation of the strategy; 


(4) preparing plans of action in the light of broad program- 
ming and programme budgeting, indicating the main lines of 
action to be taken in the health and other sectors to imple- 
ment the strategy; 


(5) working out detailed programmes (‘‘detailed program- 


ming’’) for each of the programmes in the plan of action;-- 


(6) implementing the programmes through their delivery by 
the health infrastructure and applying sound day-to-day 
managerial procedures to this end; 


(7) monitoring and evaluating programmes with a view to 
ensuring that they are proceeding as planned and that the 
services and institutions concerned are delivering them effi- 
ciently and effectively; 


(8) preparing revised programmes as necessary with a view to 
introducing any modification or improvements recommended 
as a result of monitoring and evaluation; 


(9) ensuring the information support required for all the 
above. 


47. Managerial 
process for 
national 
health 
development 
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budgeting 


Wherever feasible, it is desirable that the managerial pro- 
cess for national health development be decentralized 
through delegation of authority and resources to inter- 
mediate and local administrative levels. A national plan 
of action is established for the whole country but also, for 
example, provincial plans for the provinces and local plans 
for the local communities. The advantage of such decen- 
tralization is that intermediate levels are near enough to the 
community to respond to its needs and to the central level to 
put government policies into practice, and communities have 
greater opportunities for direct involvement. 


The term country health programming has been widely 
used. It consists in essence of assessing the country’s health 
problems in their socioeconomic context, determining which 
areas need changing, and formulating programmes to bring 
about the changes needed. It forms part of the broader 
managerial process for national health development which 
has superseded it, corresponding in practice to the aggregate 
of broad programming, programme budgeting and detailed 
programming (see 47 above). A country health programme 
simply means all the activities making up the coordinated 
sum of all the health programmes in a country. This term 
has become obsolete since the broader concepts of strategies 
and plans of action have come into use. 


The managerial process for national health development 
also involves budgeting; if the money is not there to pay for 
programmes, they will fail. The process of making 
resources available to attain the objectives of programmes is 
called programme budgeting (see also 47(3) above). This 
differs from ordinary budgeting in that the emphasis is on 
the results to be achieved rather than on unconnected 
budgetary items. The objectives and targets of the pro- 
grammes are defined clearly and in order to attain them the 
resources required are grouped together, those who will 
receive them specified, and their sources determined. These 


could include public sources, such as the government 
through the ministry of health or its equivalent and other 
ministries, regional and local governments, and state govern- 
ments in countries with a federal system, as well as com- 
pulsory health insurance. They could also include private 
sources such as voluntary health insurance, voluntary 
organizations, community contributions, private employers, 
and individual payment. Moreover, they could derive from 
external sources such as international organizations, bilateral 
agencies and philanthropic bodies. Resource management, 
the efficient and effective management of resources, is of 
vital importance in programme budgeting; the aim is the 
most rational use of manpower, knowledge, facilities, and 
funds to achieve the intended purposes with the greatest ef- 
fect for the least outlay. The rate at which and the extent 
to which a health system based on primary health care can 
be instituted in a country depend on the availability of 
resources and their employment to the best advantage. In 
resource management a distinction has to be made between 
capital and recurrent costs. In health systems, capital 
expenditure may be taken to mean expenditure on land, 
buildings, and initial equipment and supplies to establish or 
extend health facilities such as health centres, laboratories 
and hospitals. Recurrent expenditure, or current operating 
expenditure, on the other hand, covers items that recur year 
after year, such as the remuneration of health workers and 
other staff; the cost of food and other goods and services; 
the cost of vaccines, medicines, appliances and other sup- 
plies; the replacement of equipment; and the maintenance of 
buildings and equipment. 


Throughout the implementation of programmes a watch is 
needed on the way resources are being used and activities 
carried out. Monitoring is the term used for the continuous 
follow-up of activities to ensure that they are proceeding ac- 
cording to plan (see also 47(7) above). It keeps track of 
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achievements, staff movements and utilization, supplies and 
equipment, and the money spent in relation to the resources 
available, so that if anything goes wrong immediate correc- 
tive measures can be taken. The information gained from 
monitoring is utilized for evaluation. Evaluation, another 
essential part of the managerial process for national health 
development (see also 47(7) above), is the systematic assess- 
ment of the relevance, adequacy, progress, efficiency, effec- 
tiveness, and impact of a health programme. A programme 
is relevant if it answers the needs and social and health 
policies and priorities it has been designed to meet. It is 
adequate if it is proportionate to requirements. It is making 
good progress if its component activities are being carried 
out in accordance with the planned schedule. It is efficient 
if the effort expended on it is as good as possible in relation 
to the resources devoted to it. It is effective if the results 
obtained are in accordance with the objectives and targets 
for reducing the dimensions of a problem or improving an 
unsatisfactory situation. The impact of a programme is its 
overall effect on health status and socioeconomic 
development. 


Because of countries’ need to employ their resources as 
economically and effectively as possible, evaluation ideally 
includes cost-benefit analysis. Cost-benefit is the relation- 
ship between the cost of an activity and the benefits that 
accrue from it, and cost-benefit analysis is a method of 
determining and comparing the costs and benefits of a pro- 
gramme in which all the costs and benefits are expressed in 
monetary terms. Cost-benefit is thus rarely easy to assess 
in relation to health programmes, since the benefit, though 
often obvious, is difficult to express in those terms. 
Moreover, the benefits of a programme may extend beyond 
the achievement of the desired effect; thus a programme 
designed to reduce the incidence and prevalence of a disease 
may also increase human wellbeing, raise productivity, 


Or open up new areas to agriculture. Another related 
term is cost-effectiveness, the relationship between cost and 
effectiveness, the degree of effectiveness being understood as 
the extent to which a programme or other activity is con- 
tributing to the attainment of the objectives and targets for 
reducing the dimensions of a problem or improving an un- 
Satisfactory situation. The analysis of cost-effectiveness 
aims at measuring the relative cost of alternative ways of 
achieving an objective. Yet another term in use is cost- 
efficiency, which is not concerned with the benefit or effec- 
tiveness of a programme but with its efficiency — the extent to 
which its resources are being used as well as possible, for ex- 
ample, in terms of the amount of adequate services provided 
in relation to the cost. Thus the cost-efficiency of providing 
obstetric care from a health centre is arrived at by dividing 
all the costs by the number of appropriately managed 
deliveries and comparing the results with that obtained, for 
example, by dividing all the costs of providing obstetric care 
at the nearest hospital by the number of such deliveries. 


Evaluation of the changes in the health situation is helped 
by the use of indicators, which are variables that help to 
measure such changes directly or indirectly and to assess the 
extent to which the objectives and targets of a programme 
are being attained. If the aim of a programme is to train a 
number of auxiliary workers annually, the number of 
workers trained each year is a direct — or output — in- 
dicator. If the aim is to improve child health, several in- 
dicators could be used, such as_ nutritional status, 
psychosocial development, the immunization rate, or the 
morbidity and mortality rates. While efforts are normally 
made to quantify indicators, this is not always poss- 
ible. Moreover, evaluations cannot always be made by ag- 
gregating numerical values alone.' Qualitative indicators are 
therefore often used, for example to assess people’s involve- 
ment and their perception of their health status. WHO has 
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proposed four categories of indicators: health policy in- 
dicators; social and economic indicators; indicators of health 
care delivery; and indicators of health status, including the 
quality of life. It should be emphasized that, while in- 
dicators help to measure the attainment of targets, they are 
not in themselves targets. Other aids in evaluation are 
criteria. A criterion is a standard by which something is 
judged, and may be technical or social. A technical 
criterion for the safety of drinking-water would be a certain 
technical standard for water purity; a social criterion for the 
suitability of drinking-water would be the acceptance of its 
taste by the people for whom it is intended. 


If, on the basis of evaluation, it is found that the pro- 
gramme is not acceptable to the people for whom it is 
intended, is not proceeding according to plan, or is inefficient, 
reprogramming, i.e., revising the programme, may be 
required (see also 47(8) above). Reprogramming — and 
indeed each and every other component of the managerial 
process for national health development — depends on infor- 
mation support (see also 47(9) above), the supply to and 
from all concerned and the constant use of relevant, sensitive 
and consistent information required for formulating, pro- 
gramming, budgeting, implementing, monitoring, and 
evaluating. Reporting to those who supplied information 
on the use made of it, the results obtained and the action to 
be taken is known as information feedback. Information 
support depends on health information, which in the strict 
sense means all information related to health and is therefore 
highly varied in nature. For example, in epidemiology and 
health statistics it could mean information on morbidity, 
mortality, quality of life and their determinants; in health 
education it could mean information conveyed to the general 
public or to a particular group of people to promote or pro- 
tect health; in deciding on appropriate health technology it 
would include information on research findings; and in 


relation to a programme it is the management information 
that enables those in charge of the programme to plan it, 
carry it out and decide whether it is proceeding according to 
plan and is having the desired effect, or whether it has to 
be modified. The collection and transmission of information 
presents serious problems in most countries and particularly 
in those with limited numbers of professional health 
workers. Lay reporting is the collection of information, its 
use, and its transmission to other levels of the health system 
by non-professional health workers. 


The Declaration of Alma-Ata refers to the self-reliance of 
individuals, communities and national authorities in primary 
health care. This implies their initiative in assuming respon- 
sibility for their own health development, adopting measures 
that are understood by them and acceptable to them, know- 
ing their own strengths and resources and how to use them, 
and knowing when and for what purpose to turn to others 
for support and cooperation. This should be distinguished 
from self-sufficiency, which implies depending solely on 
one’s own strengths and resources. 


In exercising their self-reliance, governments may set up 
various mechanisms to help prepare and carry out the health 
policy, strategy, plan of action and component program- 
mes. It may be appropriate in some countries to create a 
national health council to advise governments on health and 
related socioeconomic issues for the entire country. The 
composition of such a council would vary from country to 
country according to its circumstances, but it should 
preferably cover the fields of health and related political, 
economic and social affairs and include members of the 
public. To help carry out the actual task of working out 
and applying various parts of the managerial process for 
national health development, ministries of health could 
designate suitable departments, universities, institutions and 
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organizations as national centres for health development. 
These might also advise on technical matters, disseminate 
information, and help to ensure coordination of activities 
with other sectors. Whenever such centres are linked 
together organizationally they are known as a national health 
development network. 


Health research is an essential part of national health 
development, in the broad sense of research on all aspects of 
health, the factors affecting it, and ways of promoting, pro- 
tecting and improving it. It therefore includes medical and 
biomedical research relating to a wide variety of medical 
matters and involving various life sciences such as molecular 
biology and biophysics; clinical research, which is based on 
the observation and treatment of patients or volunteers; 
epidemiological research, which is concerned with the study 
and control of diseases and of situations that are suspected 
of being harmful to health; and socioeconomic and 
behavioural research, which investigates the social, 
economic, psychological and cultural determinants of health 
and disease with a view to promoting health and preventing 
disease. Often a multidisciplinary combination of the above 
kinds of research is needed to solve a health problem. 
Health systems research focuses on the entire health 
system (see 12 above) or a part of it, and its object is to en- 
sure that the system is optimally planned and organized and 
that programmes are carried out by the health system infra- 
structure efficiently and effectively and with appropriate 
technology (see 80 below). It is often undertaken as part of 
the managerial process for national health develop- 
ment. Health services research is part of health systems 
research; as its name implies, it deals with the health services 
component of the broader health system. Also included is 
research to establish appropriate health technology, that is, 
methods, procedures, techniques, and equipment that are 
scientifically valid, adapted to local needs, and acceptable to 


those who use them and to those for whom they are used, 
and that can be maintained and utilized with resources the 
community or the country can afford. Part of WHO’s task 
is to support technology transfer, that is, the process of en- 
suring the wide application of scientific discoveries, and of 
methods, procedures, techniques and equipment that will 
promote health and socioeconomic development. The con- 
cept includes the export of technology and its exchange 
among countries. WHO accordingly seeks to provide valid 
information on all forms of health technology, to discover 
technologies that are appropriate to the social and economic 
conditions of the countries concerned, to support developing 
countries in their efforts to become self-reliant in health 
research and development, and to. promote collaborative 
research between developed and developing countries in 
areas of particular concern to the latter, such as tropical 
diseases, diarrhoeal diseases, and human reproduction. 


Since countries do not exist in isolation from one another 
but are often closely bound together by economic, political, 
and social ties, the failure of a national health strategy in 
One country could have adverse effects on the national 
health strategies of its neighbours and on progress towards 
the goal of health for all by the year 2000. Regional 
Strategies, which vary widely according to the needs of coun- 
tries in any given region, have therefore been formulated to 
help countries within the region overcome obstacles to the 
fulfilment of their national health strategies and to give ef- 
fect to regional health and_ “related socioeconomic 
policies. For this purpose the exchange of information and 
experience is essential. Such exchanges may form part of 
technical cooperation among developing countries (TCDC), 
that is, voluntary agreements among governments of develop- 
ing countries to work together in such fields as the sharing 
of expertise and training facilities, the joint generation of 
appropriate technology, and the exchange of information 
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and experience that contribute. to the improvement of the 
health situation in the countries. TCDC may be linked to 
economic cooperation among developing countries (ECDC), 
which, as its name implies, is cooperation in the economic 
field. One example concerning health is in the field of 
drugs — voluntary agreements among governments of 
developing countries inter alia for trade in drugs, joint bulk 
purchase and shipment, or production and quality control. 


Just as regional strategies support national strategies, so 
the Global Strategy for Health for All brings together 
regional and national strategies into an integrated world 
strategy fostering the development of regional and national 
policies, strategies and plans of action, and supporting coun- 
tries, both in regional groupings and individually, in their 
preparation and implementation. The Global Strategy was 
adopted by the World Health Assembly in 1981. It 
describes the broad lines of action to be taken at policy and 
operational levels, nationally and internationally, in the 
health sector and in other social and economic sectors, to 
attain health for all by the year 2000. The central thrust 
is the building up in each country of the health system 
infrastructure, starting with primary health care, for the 
delivery of programmes that reach the whole population, 
using appropriate health technology. The Strategy involves 
specifying measures to be taken by individuals and families 
in their homes, by communities, by the health services at the 
most peripheral and referral levels, and by other sectors. It 
also points to ways of ensuring coordination within the 
health sector and intersectoral action; enlisting the support 
of health and related workers and of the general public 
through the dissemination of appropriate information; set- 
ting up a managerial process for national health develop- 
ment; reorienting research as necessary; generating and 
mobilizing all possible resources; cooperating with other 
countries in common areas of interest; and bringing about 


political commitment and_ financial Support for all the 
above. Crucial to the Strategy is the social control of the 
health system through a high degree of community involve- 
ment. The Strategy also describes how the international 
community, and in particular WHO, should support national 
action. 


WHO and other international bodies provide technical and 
managerial support to national, regional and global efforts. 
This support includes the production of guiding principles, 86. Guiding 
general rules that can be used as a guide by the principles 
Member States of WHO, for example to develop and imple- 
ment policies, to set up a managerial process or to organize 
primary health care in communities. Because of the great 
difference among the Member States such guiding principles 
must be very general; but they can be used by Member 
States as a basis for preparing guidelines, which set out the 87. Guidelines 
steps to be taken in performing a task or implementing a 
policy and the manner of doing so. Guidelines are more 
specific and more detailed than guiding principles, on which 
they are based. 


The WHO General Programme of Work constitutes 88. WHO 


WHO?’s support for national, regional and global strategies General 
and plans of action for the attainment of health for all by Programme 
the year 2000. Each Programme covers a period of six of Work 


years. The Seventh General Programme of Work, for the 
period 1984-1989 inclusive, contains an analysis of the health 
situation in the world and defines the objectives, inter- 
mediate targets and approaches that will be adopted to 
support Member States of WHO in attaining the long-term 
goal for the year 2000. It is subdivided into programmes to 
support countries in building up health system infrastructures 
of the type described in the Global Strategy and summarized 
in 24 and 85 above; programmes of science and technology 
that deal with the research required to identify and generate 
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appropriate health technology, including social and 
behavioural alternatives to technical measures; programmes 
of direction, coordination and management that concern 
themselves with the formulation and advocacy of WHO’s 
policy and with the Organization’s general programme; and 
programme support, which deals with informational, 
organizational, financial, administrative and material 
support. Medium-term programmes prepared on the basis 
of the General Programme of Work specify the types of ac- 
tivities to be carried out by WHO for the six years covered 
in order to attain the objectives and targets of that General 
Programme. Biennial programme budgets provide details 
of the programme activities in the medium-term programme, 
together with the related budgets, to be carried out in each 
of the three two-year periods that make up the period of the 
General Programme of Work. 
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